Abstract. To achieve a therapeutic design, we should examine three main information sources: clinical history, Rorschach test, and the subject's communication style during the diagnostic interviews. We should study people from the perspective of their individuality and always consider groups of data, not isolated elements. Professionals should do this task by examining five basic areas: explicit symptoms, strong and weak points, motivation level, definition of short-term and long-term objectives, and available therapeutic approaches. Clinical vignettes from two different Rorschach protocols, Case 1, a 25-year-old man, and Case 2, a 30-year-old woman, are included in this article.
Introduction
Up until only two decades ago, an imprecise approach to treatment decisions prevailed within clinical circles. A set of ambiguous ideas was accepted with almost no criticism, such as the necessity to reach the optimal goals, without any greater degree of preciseness effort. When you put these theoretical notions into practice, what was required became equated with what was the best-known to each professional, which was not necessarily the equivalent of what was most appropriate for the patient.
In this way, even in those situations in which a more sophisticated intervention plan was made, treatment suggestions tended to be simplistic, based only on present symptoms or only on part of the clinical history. Therapeutic approaches were very similar in every case, and they happened to match the professional's theoretical schemes. In other words, there was a marked tendency to fit clinical pictures into the known therapeutic techniques, instead of creating individualized designs.
On some occasions, this procedure was adequate, but in most cases it involved serious risks, such as routinely using inadequate therapeutic approaches and/or provoking a premature interruption of treatment.
Those risks were attached to a procedure that paid attention neither to individual differences nor to the fact that identical symptoms may have a diverse psychological origin -indeed they may correspond to various personality structures.
More recently, due to the evolution of diagnosis and therapeutic concepts toward a wider variety and complexity, we have obtained more precise models for treatment planning. There is also an increasing tendency to draw up an elaborate cost-benefit analysis, taking into account not only the optimal therapeutic goals, but also the more adequate intervention strategies to reach them with the minimal cost to the patient.
Nowadays, we know that a change process (and every therapeutic approach, independent of its theoretical references, is a process oriented to producing significant changes) goes hand in hand with a set of various costs for the patient: time, financial costs, and social, interpersonal, or subjective costs. Among them, the latter ones are the most difficult to evaluate in advance, because they can belong to a broad spectrum: having disorganization episodes, disturbing a previous relationship balance, taking too much time and money, etc.
Despite these difficulties, most of these costs can be evaluated during the treatment planning task, and by focusing on them, we can facilitate their acceptance by the patient and also reduce their negative impact on therapeutic work.
A more integrative conceptualization is now the basis for psychological diagnosis. It offers a data synthesis derived from several sources of information. Diagnosis is no longer conceived of as a test score accumulation -and it would be very incomplete if it limits itself to a descriptive list of the person's psychological characteristics, even if this were an exhaustive list.
Every psychological assessment process requires providing a context for each observed datum that gives different meaning to the same quantitative element, depending on the companion variables and on the relational styles showed by the subject during the diagnostic interviews (Sendín, 2000) . In other words, the interpersonal space where diagnosis takes place is a privileged context for observing the patient's resources and vulnerabilities in communication styles, interchange f luidity, cooperation-motivation level, and adaptive responses to external demands.
All these elements have direct links with the predictable attitudes that persons tend to manifest during their therapeutic process (Exner & Sanglade, 1992) . Therefore, the identification of personality characteristics with a significant impact on treatment strategies becomes an essential aspect of the diagnostic task. It provides basic information and guides the selection of a suitable intervention, highlighting at the same time therapeutic goals and potential obstacles. When it is correctly achieved, it reduces many costs (e.g., time, financial), and it increases the intervention's effectiveness.
A psychological diagnosis must include an integrative, sophisticated, and individualized design to take into account (as indicated) the context in which each datum appears and to incorporate prognostic and therapeutic suggestions. It helps to have a broad comprehension of people's ideographic functioning; it stimulates their cooperation in the change process and it facilitates selecting the intervention strategies that would seem most suitable.
This conceptual evolution in clinical diagnosis means that one of the main goals in every psychological assessment is to construct an individualized treatment design to guarantee its effectiveness. The intervention plan is now the last phase of the diagnostic process, where the professional tries to get a deeper and more complex understanding of the subject's personality features, in order to transmit to the therapist these unique characteristics and the appropriate strategies to reach reasonable objectives. Because of the increasing importance of treatment planning as part of the diagnostic process, we will outline in this article the main aspects of carrying out this task.
But first we should define it as the selection of intervention strategies with greater probability for: -Increasing patients' welfare -Solving -as much as possible -their problems -Facilitating access to their resources -With the minimal cost possible -for all of these goals.
To reach these goals, treatment planning has to rely upon groups of elements and not upon single data. Up to now, researchers often defined several basic aspects to optimize the evaluation of therapeutic procedures, such as:
-An understanding of disorder etiology -A study of patients from an ideographic perspective -A broad consideration of therapeutic strategies (not only of those well known to the professional).
To this end, it is necessary to conceptualize the psychological diagnosis as a diachronic process with several phases, where data coming from different information sources have to be integrated, contrasted, and synthetically handled (Sendín, 2000) . Among these sources, research data points to a detailed clinical history, to the Rorschach test, and to an analysis of subject's communication styles during the interviews, as the most useful tools for: -Describing personality traits, especially those related to self-perception and interpersonal relationships -Identifying etiologic factors -Linking biographical elements with symptoms -Connecting symptoms with manifest and implicit motives for requesting psychological help.
These are basic aspects that help us to understand each case and allow the intervention to be adapted according to individual features. Numerous studies have looked at this topic with respect to the Rorschach test in the last few years (Elf hag, Rössner, Lindgren, Andersson, & Carlsson, 2004; Exner, 2002 Exner, , 2003 Nygren, 2004) . Some authors undertook a meta-analysis of published works about the use of Rorschach in treatment planning (Gronnerod, 2004; Weiner, 2004) .
Most of these works point out that Rorschach clusters are good predictors of therapeutic success: control and stress tolerance, information processing, ideation, mediation, affects, self-perception, and interpersonal relationships. Curiously, several authors (Nygren, 2004; Weiner, 2004) consider all Rorschach clusters as valuable informative sources, which indicates its usefulness in this area. Nevertheless, research data from the Rorschach must be integrated with those from therapeutic strategies (Meyer & Archer, 2001 ).
Basic Elements for Treatment Planning
A treatment design must be supported on data from, at least, the following five areas:
1. Explicit symptoms: complaints expressed by the patient and an evaluation of disorder acute-chronic dimension. 2. Individual personality description, with special attention paid to the strong and weak points, in other words, to the available resources and vulnerabilities. 3. Motivation level to initiate significant changes, that is, to treatment commitment. 4. Definition of short-term and long-term objectives. 5. Consideration of available therapeutic approaches, in relation with proposed goals and individual characteristics. This should include an estimation of all costs: time, psychological, social, and financial.
This scheme for treatment planning is now set out in detail and, in order to better illustrate its practical use, brief clinical commentaries about two different Rorschach protocols are provided: -Case 1: a 25-year-old man; -Case 2: a 30-year-old woman.
It is important to remember that, in current clinical practice, we must always consider each and every quantitative and qualitative element present in the subject's Rorschach protocol and in the clinical history. However, the comments included in this article refer only to some of the quantitative Rorschach (Comprehensive System) variables, because a qualitative analysis would necessarily require insert the full clinical histories and the Rorschach protocols of both cases.
Explicit Symptoms
We have to carefully examine the subject's expressed complaints, although we could also infer other implicit and even more severe problems, because the stated motives for demanding psychological help constitute the core of the subjective concern that increases motivation toward change. The expressed symptoms also provide good predictors of the seriousness of the disorder by revising several symptom aspects such as: Are they widespread (affecting many functioning areas) or specific (affecting only one area)? Are they acute (having appeared recently) or chronic (present for a long time)?
It is also very important to remember that symptoms are not equivalent to personality structure; thus, the same symptoms in different persons do not necessarily match the same functioning basis nor the same etiology. Two patients with identical symptoms may require different approaches, depending on other personal and contextual data. The most important source for collecting information about symptoms is a detailed clinical history.
Individual Personality Description: Strong and Weak Points
The strong aspects of a subject's functioning represent available resources to initiate problem-solving behaviors, and the weak ones mark the more vulnerable or troubled features. The therapeutic approach relies upon both types of elements, so we have to identify them through the study of several functioning areas, mainly: The Rorschach test and an analysis of the subject's communication along the diagnosis process are the best informative sources for this study. Tables  1-4 show a summary of significant data for both cases.
Case 1
Strong points: -His cognitive level seems to be good (DQ+, Zf), and presently he is a young person who does not yet suffer from a cognitive deterioration. -The affective field does not show too much maladjusted coping strategies (CP, PER, 2AB + Art + Ay). -When he establishes interpersonal relationships, he apparently maintains an active attitude (a:p, Ma:Mp). -He presents neither an hypervigilant style (HVI) nor a pessimistic view of the environment (MOR). -Apparently, there is no suicidal risk (S-Con). 
Definition of Short-Term and Long-Term Objectives
We have to integrate all previously collected data to define, in the clearest way possible, the objectives that seem attainable, taking the following into account: -Subject's strong and weak points -Type of disorder and its possibility of being modified -Motivation level.
The therapeutic aims must be always adapted to the subject's psychological features.
Case 1 -Due to the chronic and severe disorder that he is suffering from (psychotic spectrum), the main short-term objective for this young man is to avoid a disorganization episode. -It may be necessary to introduce psychopharmacological help -as a short-term objective -into the treatment design, to reduce his perceptual and thinking distortions. -This disorder is not easily modifiable, so if we take into account the environment resources, we need to select, as long-term objective, the improvement of his welfare by increasing his self-esteem and by reducing his interpersonal isolation, using multiple strategies (group tasks, occupational therapy and/or social support).
Case 2 -In the short term, it is important to reduce her suicidal risk as primary priority. This must be the first point to keep in mind because her low -Her more serious difficulties are at the affective field. Data point to a deficient coping style (CDI) that, secondarily, has created a depressive clinical picture (DEPI).
Type of disorder and possibility to be modified -It seems to be a chronic and generalized disorder (psychotic spectrum), not easily modifiable.
-A serious risk to consider is the severe discomfort experience (eb, Col-SH Bl, Sum SH), which is increasing suicidal potential (S-Con). However, it does not seem to be a chronic disorder (D, AdjD) Long-term objectives -To increase his welfare by improving his self-esteem -To include him in a variety of activities in order to reduce his interpersonal isolation -To work on problem-solving strategies to increase the effectiveness of her social and interpersonal behaviors because her coping deficit has generated most of the difficulties -To reach a better understanding of her inadequate relational patterns self-esteem, emotional pain, and need for closeness are dangerously increasing her self-destructive potential. -The disorder presented by this young woman is a depressive set of symptoms that require intervention to reduce her intense affective discomfort. -Since we know that her defective coping style has generated the depressive situation, medication is not advisable for this woman: Research data (Exner, 2002 (Exner, , 2003 prove that medication may facilitate the chronicity of the disorder in such cases. -Her deficit in coping strategies forms the basis of her difficulties and has secondarily provoked her depressive situation. As a long-term objective, we need to emphasize the necessity of increasing the effectiveness of her social and interpersonal behaviors. -At the same way, in the long term she needs to reach a better understanding (and a subsequent change) of her passive-dependent relational style.
Consideration of the Available Therapeutic Approaches
In the selection of therapeutic strategies, professionals must consider not only the ones they know best, but also take into account the wide range of possibilities at hand. No single therapeutic approach has proved its effectiveness in all cases and for all disorders, and the intervention design should take the following into account: -The subject's characteristics and motivation level.
-Type of disorder.
-Available therapeutic strategies for proposed objectives.
-Predictable costs.
Case 1 -Because of the seriousness and extent of this man's problems, we need to think of a long-term and multidimensional therapeutic design that would combine several professional approaches. This would include supportive therapy, medication help, occupational therapy, social and family interventions, and, probably, the arrangement of brief hospital admission periods if he becomes highly disorganized. -The predictable financial costs are very high, and multimodal inter-vention may prove to be very time consuming. On a psychological level, it would also be necessary to initiate psychoeducational work with this patient to contribute to his acceptance of the seriousness of his disorder.
Case 2 -The problems of this woman could be approached by a less complex intervention design, although it should take into account diverse ther- This young man does not suffer from a cognitive deterioration, and his motivation level is acceptable, but the presence of severe perceptual-cognitive distortions will make his acceptance of some intervention aspects difficult (i.e., medication).
A serious risk to consider is the difficult amount of experienced discomfort (eb, Col-SH Bl, Sum SH), which increases suicidal potential. Her motivation level is acceptable.
Type of disorder
It seems to be a chronic and generalized disorder (psychotic spectrum)
Data point to a deficient coping style that, secondarily, has created a depressive clinical picture. However, it does not seem to be a chronic disorder.
Available therapeutic strategies for proposed objectives
He will need a long-term, multidimensional therapeutic design that combines several professional approaches: medication, supportive therapy, group tasks, occupational therapy, social and family interventions. Probably, he will also need brief hospital admission if suffering from disorganization episodes.
At first, she needs a supportive or cathartic strategy to reduce her intense affective pain and suicidal risk. Then she will need to work on problem-solving tasks to increase the effectiveness of her social and coping abilities. Finally, a reconstructive approach would be useful for a better understanding of her inadequate relational patterns.
Predictable costs
High financial and time investments necessary. On a psychological level, it will also be necessary to propose a psychoeducational type of work that could contribute to his accepting the seriousness of his disorder.
Time-consuming but reasonable financial cost, because the various therapeutic strategies can be arranged sequentially according to her needs. On a psychological level, the most difficult change for her will probably be to modify her passive-dependent relational style.
apeutic modalities in order to deal with the following different objectives: -Initially, she probably would need a supportive or cathartic strategy to avoid suicidal risk and to reduce her intense affective pain. -Then she would need a problem-solving solution to increase the effectiveness of her social and coping abilities. -Finally, a reconstructive strategy based on the insight of her inner difficulties is necessary, in order to get a better understanding of her inadequate relational patterns. -The predictable costs are elevated in terms of time, but only slightly in financial terms, because the different therapeutic strategies can be arranged sequentially, according to her needs. At the psychological level the most difficult change for her will probably be abandoning her passive-dependent relational style.
After considering the possible approaches in both of these cases, we can see that achieving a therapeutic design is complex but nevertheless possible. There is therefore no reason to avoid it despite the complexity of the task.
It is important to remember that it is good practice for mental health practitioners to communicate to their patients an overview of all possible and adequate treatment opportunities. This contributes to increasing their active attitudes and to strengthening their role as co-responsibles in the therapeutic intervention. Nevertheless, it is not necessary to explain to them all the technical aspects in detail, such as the reasons for selecting a specific plan or the specific sequences of the therapeutic process.
In order to better describe the different phases of treatment planning, we present Table 5*, which summarizes the stated concepts about: a) Main areas for collecting relevant information. b) Significant elements in each area.
In order to simplify this view, we show in brackets the Rorschach variables marked by research data as specifically being related with each dimension (Sendin, 2007 
Conclusions
Communicating an integrated plan facilitates the patient's understanding of the therapeutic process and increases their responsibility and active attitudes toward the intervention. It also permits sharing valuable information with the therapist and reduces many of the time and financial costs, as a careful treatment planning avoids numerous exploratory sessions and many intervention mistakes. We should remember that the proposed goals cannot always be reached completely because of the level of difficulty of the respective case (low cooperation, lack of key data, too much complexity of disorders, etc.) and/or the professional's difficulties (lack of training, problems with complex work management, etc.). Nevertheless, the ideal aim of any therapeutic design is to propose an intervention that is adapted, as far as possible, to the characteristics, type of disorder, and needs of each subject. Despite all obstacles, we insist on the fact that practitioners always have to deal with the treatment planning task as it will undoubtedly determine the outcome. Sendín, C. (2007) 
Summary
To achieve a therapeutic design, one should carefully examine three main sources of information: clinical history, Rorschach test, and the subject's communication style during the diagnostic interviews. We have to study people from the perspective of their individuality and consider groups of data, not isolated elements. Professionals must do this task examining, at least, five basic areas: 1. Explicit symptoms. 2. Strong and weak points (vulnerabilities and available resources). 3. Motivation level to initiate significant changes. 4. Definition of short-term and long-term objectives. 5. Available therapeutic approaches, taking into account the subject's characteristics and needs, and including an estimate of costs (time, psychological, social, and financial).
In order to better illustrate the practical use of this scheme, we include in this article brief clinical vignettes from two different Rorschach protocols: Case 1, a 25-year-old man, and Case 2, a 30-year-old woman. A detailed analysis and an integrative synthesis of these data should facilitate the following: -Strengthening the patient's attitude toward understand and assuming responsibility about psychological intervention. -Sharing valuable information with other therapists.
-Reducing the time and financial costs, as treatment planning avoids numerous exploratory sessions and many intervention mistakes.
The ideal aims of this work cannot always be reached, because of case difficulties (low cooperation, lack of key data, complexity of situation, etc.) and/or professional difficulties (lack of training, problems to complex work management, etc). Despite these obstacles, we insist on the fact that assessors have to deal with the treatment planning work in every case.
Resumen
Para llevar a cabo un diseño terapéutico, debemos revisar cuidadosamente tres fuentes básicas de información: la historia clínica, el test de Rorschach y los estilos de comunicación del sujeto a lo largo de las distintas entrevistas diagnósticas.
Hay que estudiar a cada persona desde la perspectiva de su singularidad y considerar siempre grupos o constelaciones de datos, nunca elementos aislados. Esta tarea se puede realizar examinando, al menos, cinco áreas básicas: 1. Síntomas explícitos 2. Puntos fuertes y débiles: recursos disponibles y aspectos vulnerables. 3. Nivel de motivación para iniciar cambios significativos. 4. Definición de objetivos a corto y largo plazo. 5. Enfoques terapéuticos disponibles, teniendo en cuenta las caracterís-ticas y necesidades de cada sujeto e incluyendo una estimación de costes: temporal, económico, psicológico y social.
A fin de ilustrar mejor la utilización práctica de este esquema de trabajo, se incluyen en este artículo breves comentarios clínicos sobre dos diferentes protocolos de Rorschach: Caso 1: un hombre de 25 años y Caso 2: una mujer de 30 años. Un estudio integrador de estos datos favorece: -Una mejora en la actitud del paciente para entender y aceptar su responsabilidad en la intervención psicológica. -La posibilidad de compartir información relevante con el terapeuta.
-Un ahorro significativo de tiempo y dinero, porque una planificación detallada del tratamiento evita numerosas sesiones exploratorias y bastantes errores terapéuticos.
Hay que recordar que no siempre se pueden alcanzar los objetivos ideales de este trabajo, por las dificultades del caso (poca cooperación, escaso aportedeinformaciónrelevante,excesiva complejidaddelasituación,etc.) y/o por dificultades del propio profesional (falta de formación, problemas para manejarse con series complejas de elementos, etc.).
nelles (manque de formation, manque de temps pour apprécier la complexité clinique) peuvent se présenter, mais il semble important que ce travail de planification du traitement reste une tâche primordiale pour l'évaluateur.
